Minimally invasive procedures including vaginal and laparoscopic hysterectomy should be performed in preference to abdominal hysterectomy (fewer adverse events, shorter hospital stay). Moreover, when comparing the vaginal route to the laparoscopic approach, vaginal hysterectomy should be the gold standard (shorter operating time, fewer urinary tract injuries, cost-effective advantages). However, the prevalence of vaginal hysterectomies has dropped worldwide for the past several years because of difficulties in training and teaching the vaginal procedures and exciting new laparoscopic equipment (3D laparoscopy, relevant energy-driven devices, development of robotic-assisted surgery) \[[@CR1]\].

With the COVID-19 crisis, laparoscopic surgery is not without risk:Many concerns have been raised about the risk of SARS-CoV-2 transmission by symptomatic and asymptomatic carriers to healthcare workers during tracheal intubation (due to higher viral loads in the respiratory tract). SARS-Cov- 2 (size between 0.06 to 0.14 μm) may be present in droplets and aerosols during airway manipulation as well as in conjunctival secretions. Closer contact with patients therefore carries higher risk of contamination for anesthesia staff \[[@CR2]\].

A specific strategy has been proposed with personal protective equipment (PPE) (N95 masks, eye protection with goggles or face shield, fluid-resistant gown, gloves) and guidelines for anesthesia procedures (relevant institutional algorithm to design airway manipulation sequences such as rapid sequence induction). The American Society of Anesthesiologists also reported reducing the number of surgical procedures because of the shortage of PPE and the lack of induction and paralysis treatment \[[@CR3]\]. But until when?

(2)Another potential risk of viral transmission may be related to the surgical smoke during laparoscopic procedures. By analogy, HBV and HPV have been found in these aerosols. Since the size of HBV and HPV (respectively, 0.04 μm and 0.05 μm) is smaller than that of SARS-Cov-2, the latter may be present in these surgical aerosols. Guidelines have been published about smoke and gas evacuation during laparoscopy (appropriate PPE and smoke evacuation devices with specific filtration systems) \[[@CR4]\].

Vaginal surgery appears to be much less risky: SARS-CoV-2 is not detectable in the vaginal fluid of infected patients \[[@CR5]\]. There is no need for general anesthesia (aerozilation risk, shortage of anesthesia drugs); regional and spinal anesthesia is sufficient. There is also no need to use bipolar vessel sealing devices, which may generate aerosols with hypothetical risk of viral transmission. We should therefore use traditional technical suturing.

After reading all these arguments, it is really time to re-learn and perform the basic and effective techniques of vaginal surgery.
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